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Abstract: Adoption of new primary care models has been slow in academic teaching practices.
We describe a common framework that academic learning collaboratives are using to transform
primary care practice based on our analysis of 6 collaboratives nationally. We show that the work
of the collaboratives could be divided into 3 phases and provide detail on the phases of work
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of “learning collaboratives,” a structure for
collective transformation based on a quality
improvement model that implements a series
of sequenced changes with shared learning
and measurement (Bitton et al., 2014; Insti-
tute for Healthcare Improvement, 2003, 2005;
Langley et al., 2009). This structure helps
transform work processes and organizational
culture and improves performance through
positive relationships and trust (Clancy et al.,
2013; Gittell et al., 2010; Landon et al., 2007).
Although most teaching practices are lo-
cated at academic health centers (AHCs)
where the focus is on tertiary care, they are
playing a critical role in training the primary
care workforce and providing models for ed-
ucation (Fraher et al., 2013; Frenk et al.,
2010; Fuchs, 2013). Their ability to succeed
in practice transformation and to create new
models for education may determine whether
our nation can meet future primary care
workforce needs. However, these AHC-based
teaching practices have lagged behind com-
munity practices in transitioning to PCMH
(Rieselbach et al., 2013). An important ques-
tion arises: How will AHCs train our future
primary care workforce if they are not able
to provide opportunities for trainees to work
and learn in transformed practices that mir-
ror practices being created across the coun-
try? (Bitton et al., 2013). In this context, we
set out to learn how AHC-based collaboratives
transform both primary care practice and ed-
ucation. We sought to understand their aims
and accomplishments and how they were ini-
tiated and structured. Our goal was to iden-
tify a common framework for medical home
transformation within teaching practices that
might be replicated by other AHCs.
METHODS
Participant selection and recruitment
Through formal and informal contacts and a
search of the literature, we identified 8 collab-
oratives that were redesigning both primary
care practice and education in AHC practices.
Six of these collaboratives met all 3 of the
following inclusion criteria for this study: (1)
the use of a medical home across multiple
primary care practices that applied to all pa-
tients; (2) the creation of a learning commu-
nity with some form of financial and/or ped-
agogical support for transformation; and (3)
the training of residents from 1 or more resi-
dency training programs.
Data collection and analysis
We used a descriptive and qualitative ap-
proach. We asked leaders from each collabo-
rative to complete a questionnaire describing
the demographics of participating practices,
sources and amount of funding, types of tech-
nical assistance, evaluation plans, and mea-
sured outcomes.We interviewed 20 key infor-
mants using a semistructured interview. The
areas of focus included genesis of the collab-
orative, transformation strategy and change
package, residency redesign, and experience
to date. We interviewed a minimum of 3 re-
spondents (mean= 3.3, total= 20) from each
collaborative including the overall leader, the
education leader, and a clinical leader from
a participating practice. Interviews lasted
45 minutes, on average. Each collaborative
responded to the request for interviews and
completed the survey. A study investigator
(UK) performed each interview by telephone
or in-person.
Analyses
Each interview was recorded and tran-
scribed. Using NVIVO software (http://www
.qsrinternational.com/about-qsr_company-
profile.aspx), 3 reviewers who included
1 coauthor (UK) coded all interviews and
refined codes as new or converging concepts
were identified. The reviewers sought to
identify common themes that explained how
and why collaboratives were initiated, what
enabled their implementation, and how their
work was sustained over time. Differences
of opinion were resolved by consensus. As
a final validation, findings were shared and
reviewed with key informants. The process
was intended to be descriptive and focused
on a summary of insights gained from the
interviews and review of presented material.
The Harvard Medical School Institutional
Review Board approved the study.
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RESULTS
Characteristics of the 6 participating pri-
mary care learning collaboratives are shown
in Table 1. The collaboratives were widely
distributed, with the Veterans Administration
involving practices spread across the nation,
and the others being focused in various re-
gions. The collaboratives ranged in size from
4 to 53 practices and 24 to 700 residents
and provided care for between 10 000 and
400 000 patients.
Using informant interview responses, we
were able to categorize the work of the col-
laboratives into 3 distinct phases (Figure).
Phase 1: Building the intent
In each case, leaders recognized that their
primary care training model was ill-suited to
train our future workforce and were inspired
to be at the forefront of “disruptive” change
that focused on team-based care.
The residency practices don’t serve as goodmodels
of primary care. We needed to make them better
practices that would attract medical students.
We had to do better by our patients and the only
way to do better would be to do something so
big and crazy that it would be a shock to the
system. Little changes were recipes for continued
mediocrity.
All collaborative leaders had a clear vision of a
model primary care practice and the potential
of learning collaboratives.
There’s one thing to have this feeling howyouwant
to do it, but (another) to have the skills around pro-
cess change, team building, communication, sys-
tems, and quality improvement. You have to know
what you’re talking about before you tell other peo-
ple what they might want to do.
In each case, collaborative leaders took ad-
vantage of a “window of opportunity” created
by payment reform, or resources to support
transformation.
Our hospitals were taking on financial risk for total
healthcare costs so they signed on because they
realized that they needed to improve their primary
care.
Phase 2: Creating the collaborative
structure
We identified a common sequence of
collaborative creation. Collaborative leaders
planned and structured the collaborative,
agreed on goals, selected a quality improve-
ment and practice transformation model
(“change package”), obtained financial re-
sources, encouraged leadership engagement
and institutional support, and created an
organizational structure. This structure pro-
vided organization and governance and arose
from the university or medical school or from
an external organization. Resources often
included access to a shared information and
technical assistance with practice coaching
or facilitation. All collaboratives facilitated
learning through in-person learning sessions,
webinars, or conference calls (Table 2).
All 6 collaboratives included in-person col-
laborative learning sessions (occurring at least
twice annually) separated by action periods
when practices did thework of improvement.
Five collaboratives adopted Plan-Do-Study-Act
cycles of improvement testing, and all focused
on the implementation of the PCMH model
(Table 3). The change package was intended
to build capacity for change. In the words of
one respondent, the goal was to
Help them understand that what they had done
in the past is not going to work and that the se-
quenced measurements and methodical quality im-
provement tactics would help them get to where
they wanted. Not working harder, not wishing that
it were true, but rather having a method and a way
to do this.
A big piece of it was not just implementing [the]
patient-centered medical home, but implementing
an ongoing sustainable change in quality improve-
ment effort within the practices.
All collaboratives engaged local practice
leaders, who were typically educators and
clinicians. Practices were required to form
interprofessional teams (including residents),
attend meetings (eg, learning sessions and
conference calls), use metrics to assess
change sequentially, and share data regularly
across the collaborative (Table 2). Financial
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Figure. Shared model for transformation of primary care teaching practices in academic health centers.
The figure describes the 3 phases of transformation of academic health center learning collaborative.
incentives and social strategies (eg, external
medical home recognition and competition
among practices) were used to engage prac-
tices and to ensure institutional support.
Phase 3: Transformation of practices
All collaboratives found that culture change
was essential to create a learning commu-
nity that embraced ongoing quality improve-
ment. Iterative process change cycles were
keys to developing capacity by bringing teams
together around common work.
We learned that we were doing too much didactic
teaching at the beginning, too much telling people
what to do. So we had to move very aggressively
towards interaction . . . You have to learn it by
doing . . . it’s continuously testing and doing and
learning and picking the right measures and guid-
ing them to a coaching strategy while we engage
their leadership in making sense of this whole ef-
fort and linking it with the existing efforts at each
institution.
Requiring practices to come together to
share examples of both successes and fail-
ures helped build trust and a culture of im-
provement and collaboration. Viewing others’
progress inspired practices that were not do-
ing as well. For example, one respondent re-
flected that
The other thing that made a big differencewas over
time some practices and programs really starting
taking off and making a lot of change. That had a
ripple effect.”
Getting suggestions as far as what works at other
places andwhat hasn’t worked is extremely helpful
rather than trying to reinvent the wheel each time.
Creating accountability was a very impor-
tant feature of the learning community. The
priorities of the practices generally drove the
concrete content areas of change (eg, choos-
ing to “huddle” as a team before seeing pa-
tients). Collaboratives struggled to balance
the need to provide structure (eg, sequenced
strategy for change, required data) to hold
participating practices accountable while
offering sufficient flexibility to adapt to the
local practice context. Collaborative leaders
tried to model flexibility by testing a variety of
educational and transformational approaches
at learning sessions and other meetings. Col-
laboratives differed in required accountability
in terms of goals, metrics, and time frames,
ranging from strict accountability to no
Copyright © 2017 Wolters Kluwer Health, Inc. Unauthorized reproduction of this article is prohibited.
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Table 3. Elements of Practice Facilitation
AIC CO I3 MN PA VHA
Interprofessional teams
√ √ √ √ √ √
Learning sessions
√ √ √ √ √ √
Webinars
√ √ √ √ √ √
Conference calls
√ √ √ √ √ √
Shared Web site
√ √ √ √
PCMH E-learning modules
√ √
Personal coaching
√ √ √ √ √ √
Leadership sessions
√ √ √
Resident participation on teams
√ √ √ √ √
NCQA PCMH application
√ √ √
PCMH monitor assessment
√ √ √
Monthly update reports
√ √ √
Data sharing between practices
√ √ √ √ √
Curriculum redesign assistance
√ √ √
Abbreviations: AIC, Academic Innovation Collaborative; CO, Colorado Residency PCMH Collaborative; I3, Virginia,
North and South Carolina Collaborative; MN, Minnesota Primary Care Transformation Collaborative; NCQA, National
Committee for Quality Assurance; PA, Pennsylvania Residency Program and Community Health Center Collaborative;
PCMH, patient-centered medical home; VHA, Veteran Health Administration.
requirements, but all collaboratives agreed
that without accountability, there was no
change. Lessons included the following:
Data drives a lot of your work.
We tell the practices that they need to have a clear
vision and we work with them on their own ob-
jectives. We didn’t do that for the first three years,
because we were reluctant to feel like we were
imposing our will. We’ve learned that if you don’t
have accountability, clear goals and metrics, things
just don’t get done.
External technical advice about transforma-
tion and project management was essential
but needed to flexibly adapt to local con-
text and value available expertise. For ex-
ample, facilitators had to recognize the com-
plex job descriptions held by academic faculty
and ever-changing resident schedules. Project
managerswere able tomaintain an ongoing fo-
cus on transformation goals to keep practices
moving forward. Advisors helped provide val-
idation and identify relevant benchmarks and
approaches. The extent of practice coaching
and project management support varied sub-
stantially across collaboratives, in part related
to variation in funding. Some collaboratives
had only small grants that supported expenses
related to meetings, while others supported
the practices with generous financial or per-
sonnel support (Table 2).
Although the change packagewas specified
and selected during the second phase, it was
refined when practices “did the work.” The
following 4 key components of the change
packages emerged: creating leadership ca-
pacity, interprofessional teams, engaging res-
idents and patients as change agents, and res-
idency redesign.
Leadership capacity
The predominant model of leadership was
flexible interprofessional leadership where
leadership was shared among team members.
Achieving this goal was sometimes difficult
as nonphysician team members sometimes
felt particular challenges when it came to
leadership.
It took a lot to have shared authority and re-
sponsibility. (Non-physicians) were insecure about
it, and felt they didn’t have the skills. Physician
co-directors came to this with experiences as
leaders. That’s not the way NPs and nurses are
trained. And that put them at a real disadvantage.
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And so those are issues that we’ve recognized as
contributing to the challenge of getting a true col-
laborative leadership that’s agnostic to profession.
Creation of interprofessional teams
An early focus for the collaboratives was
creating effective interprofessional teams
with each member working at the “top of
their license.” These were seen as critically
important and represented distinct changes
from existing models.
Empowering the staff . . . that also is a part of the
cultural change.
You need to understand, who is in a team and how
to communicate.
The care teams also became the quality improve-
ment teams. It became a way to learn how to work
together within the context of the quality improve-
ment teams.
Engaging trainees and patients as
change agents
Residents were often involved through
quality improvement projects. For some, in-
clusion of trainees in the redesign process
was viewed as central to their strategy from
the outset, while for others, this became a les-
son to be learned over time as trainees were
incorporated as “change agents” long after
the collaborative had begun. Collaboratives
highlighted the residents’ innovative thinking,
strong vision and commitment, as well as the
opportunity to leverage peer motivation as an
important bottom-up force for change within
the practices.
The residents who have been involved have been
essential to the process. They have great ideas, and
they’re the future workforce. And their peers see
that and hear it. So if they’re not on board then I
don’t know what we’re doing.
There are things that the residents can say that
speaks to their peer residents with an authority
that I cannot bring . . . it’s also true that their per-
spective [is] very much the frontline of what we
do . . . And so, there’s learning that I can take form
the residents that are involved.
Patients brought energy to the transforma-
tion process and their presence helped cre-
ate more open discussion and prioritization.
However, most practices were reluctant ini-
tially to involve patients in the work of trans-
formation because they did not want to put
practice shortcomings on display. Practices
that engaged patients did so through advisory
councils, structured feedback processes (eg,
through focus groups, comment cards), or by
integrating patients into improvement teams;
those that did found it beneficial.
For the changes to become truly transformative,
to change the whole nature of the relationships in
healthcare, the patients have to be a part of the
process.
Residency curricula redesign and
implementation
Collaboratives offered a package of cur-
ricular elements that could be adapted by
the practices to address local needs and con-
text. This instructional frameworkwas closely
aligned with the overall change package. All
of the collaboratives focused on experien-
tial learning with reflective phases and differ-
ent degrees of formal instruction. Residents
were incorporated into learning sessions. Al-
though didactic formats varied, they all fo-
cused on content that included interprofes-
sional learning, quality improvement, medical
home principles, patient engagement, leader-
ship and management training, and commu-
nication skills (Table 4).
Collaboratives found that effective experi-
ential (workplace) learning depended on a
pedagogical environment that modeled and
supported new ways of providing care. Edu-
cation occurred within the context of prac-
tice teams, ideally by trainees from different
professions working and learning together
from interprofessional faculty. If all members
of the team were to influence learning, all
staff must be developed as teachers, and the
collaborative needed to be designed around
the teaching mission (eg, by housing team
members in shared space for both practice
and education). Rescheduling and logistical
support were key structural components that
needed to be integrated as part of residency
redesign.
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The challenges of working in AHC
teaching practices
The complex and hierarchical culture of
AHCs was a challenge for the collaboratives,
as it was sometimes difficult to engage across
disciplines and to encourage patient-centered
relationship-based coordinated care. Part-time
practitioners, high staff turnover, and large
and complex patient panels created additional
challenges. Separate reporting structures
within AHCs created barriers to team align-
ment. Basic tenets of advanced primary care,
such as “team huddling,” posed challenges,
because getting part-time providers together
in real time was not easily accomplished. Res-
idency redesign challenges included finding
ways to help faculty simultaneously learn and
teach new practice improvement skills and
sustaining the institutional commitment to
the educational mission in the face of chal-
lenges to primary care practice. Other chal-
lenges included adapting to residents’ work-
load as part-time providers of patient care and
the complexity of meaningfully incorporat-
ing residents into teams when their sched-
ules and responsibilities varied dramatically
from month to month and across residency
programs.
It’s hard and extremely busy. They see hundreds of
patients a day, many of whom are poor and have
enormous needs and you’re asking them to com-
pletely change the way they work while they’re
getting more patients . . . and while they have
huge staff turnover and . . . most of them are un-
derstaffed to begin with.
There were also concerns that AHCs deval-
ued primary care.
Some of the senior leaders are in the old mindset
that the people who rule the hospital are the spe-
cialists and the surgeons, and that primary care is
on the bottom.
Key differences among collaboratives
Important structural differences existed
among the collaboratives in terms of the du-
ration of work, degree of funding and sup-
port, and requirements for participation or
curricula (Table 2). As the transformation
work was focused on both practice and res-
idency redesign, it was often difficult to dis-
tinguish one effort from the other as change
always had an impact on trainee experi-
ence and residency redesign always influ-
enced practice transformation. Some collab-
oratives used this mutual dependence as a
part of their strategy, while others prioritized
practice transformation ahead of residency
redesign.
Early results
All collaboratives are evaluating out-
comes. Four collaboratives are collecting
data on trainee experience and learning.
One collaborative is evaluating changes
in the educational environment and one
is evaluating a new e-learning curriculum.
All collaboratives are sharing stories of the
changes in their practices from the perspec-
tive of faculty clinicians, staff, and trainees.
Leaders reported that the collaboratives were
successful in creating teams and in creating
cultures of trust, improvement, innovation,
collaboration, and learning. For 1 collab-
orative, external PCMH recognition was
an important measure of success. Another
used a validated self-report measure, the
Patient-Centered Medical Home-Assessment
(PCMH-A) to demonstrate improvements
across all the areas of practice change, and
all partner institutions have chosen to extend
the duration of the collaborative.
We created a community that’s excited.
We created teams where there were none.
We created a lot of hopewhere there wasn’t much.
We built a learning community, where (we) learn
from each other and share things with each
other . . .
All collaboratives reported some positive
clinical outcomes on the basis of tests of
change within practices (Forman et al., 2014;
Reid et al., 2011), but data collected sys-
tematically across an entire collaborative are
not yet available. Those that studied resident
engagement and learner skills and knowl-
edge reported improvements (Jortberg et al.,
2014). Collaborative leaders were convinced
that a nuanced evaluation that documents
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changes in culture, leadership capacity, and
team function is essential to sustain their
work.
DISCUSSION
We examined 6 novel academic primary
care learning collaboratives and described a
common transformation process and series of
key steps that should be useful for other sys-
tems thatwant to transformprimary care prac-
tice and training together as illustrated in the
Figure. We found that learning collaboratives
effectively support change, even within com-
plex AHCs. The learning collaboratives we
studied created a culture of collaboration and
shared learning between trainees and teach-
ers and a culture defined by teamwork where
responsibility, accountability, and leadership
moved from a single individual to an interdis-
ciplinary team.
These collaboratives were similar to
nonacademic collaboratives in important
ways: (Nadeem et al., 2013) they sustained
change by building local capacity and owner-
ship, providing a support network, and cre-
ating a culture of continuous learning and
quality improvement. Like all collaboratives,
they needed to overcome inertia, lack of
internal expertise, poorly aligned payment
incentives, and inadequate information sys-
tems. Changes in payment and leadership
engagement were identified as critical facil-
itators of change and sustainability (Fuchs,
2013; Nutting et al., 2011; ØVretveit et al.,
2002).
Academic health center primary care col-
laboratives differed from other collaboratives
in important ways. In addition to confronting
the challenges of working in AHCs, academic
collaboratives were challenged further by
the teaching mission of these practices and
the need to accommodate the schedules of
trainees, especially those from other health
professions (Egger et al., 2012). Putting resi-
dents into teams and helping them to coordi-
nate care for their patients requires additional
time, resources, and planning compared with
nonteaching practices (Bitton et al., 2013).
However, we found that the educational mis-
sion provides an important impetus to prac-
tices to transform, as educators are inspired
to prepare their trainees for practices of the
future and residents themselves can serve as
change agents.
Our work was limited by the small num-
ber of collaboratives studied, but only a small
number of AHCs are engaged currently in
this type of practice transformation. However,
the fact that the separate collaboratives con-
verged around a similar general transforma-
tion model suggests that we identified impor-
tant themes that are likely to be and useful
to other AHCs embarking on primary care
redesign.
In summary, we describe a convergent
common approach to primary care transfor-
mation through learning collaboratives. The
educational mission of AHCs provides an im-
portant impetus for these practices to trans-
form. Our findings suggest a path forward
for AHCs committed to transforming primary
care practice and education within teaching
clinics. Clearly, rigorous evaluation is needed
to demonstrate the value of these collabora-
tives over time. The shared knowledge that
resides within these collaboratives could be
important resources for other AHC redesign
efforts. Research is needed to define an opti-
mal change package and resource infusion for
AHC primary care practices and how best to
spread change broadly across other teaching
practices and to sustain a culture of innova-
tion and continuous improvement.
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